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A 13-year-old boy, right hand dominant, presented
acutely to the casualty department having injured
both elbows following a fall from height. The patient
had been climbing a 7 ft fence and had caught his
shoelace at the top, falling onto his outstretched
hands. There was obvious deformity bilaterally at
the elbow with painful restriction of movement.
There was no neurovascular deficit at this time.
Aside from a minor head injury, with no sequelae,
there were no other associated injuries.
Radiographs confirmed bilateral posterior dislo-
cation of the elbows (Figs. 1 and 2). Closed reduc-
tion under adequate sedation and analgesia was
performed. The right elbow was reduced upon the
first attempt (Fig. 3). The left elbow required two
attempts to obtain reduction. Check radiographs of
this elbow revealed a fracture of the coronoid pro-
cess (Fig. 4).
Bilateral above elbow plaster of paris backslabs
were applied and the patient was admitted over-
night for analgesia, elevation and observations.
The patient was discharged the next day and
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patient was encouraged to mobilise both elbows.
As the left elbow was more painful at this point, a
collar and cuff was retained on that side.
Two weeks later both elbows were markedly stiff
with a range of movement from 45 to 1008 bilater-
ally. Urgent physiotherapy was instituted at this
point consisting of a limited session of passive exer-
cise followed immediately by active training.
Four weeks later, the right elbow had improved
significantly, with a good range of movement and no
instability. Examination of the left elbow revealed a
firm mass of scar tissue palpable over the medial
collateral ligament. There was no instability but the
range of movement was limited slightly, the elbow
lacking approximately 108 of full extension.
At further review, 5 months later, radiographs
were taken (Figs. 5 and 6), and showed Grade II
heterotopic ossification2 around the right elbow,
and Grade IV heterotopic ossification2 around the
left elbow. Bone biochemistry was normal. Despite
this, right and left elbows achieved a range of
movement of 40—1008 and 30—1108, respectively,
with well preserved pronation and supination in
both forearms. This represents a marked deteriora-
tion of elbow function compared to previous review.
The patient, however, was satisfied with the range
of movement and was not keen on operative inter-
vention. He was therefore treated conservatively.
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Figure 4 Post reduction AP and lateral X-rays of left elbow.
Figure 3 Post reduction AP and lateral X-rays of right elbow.
Figure 1 AP and lateral X-rays of right elbow.
Figure 2 AP and lateral X-rays of left elbow.
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Figure 5 AP and lateral X-rays of right elbow showing heterotopic ossification.
Figure 6 AP and lateral X-rays of left elbow showing heterotopic ossification.Discussion
Elbow dislocation is a common event, being the most
frequent joint subject to dislocation after the
shoulder, themajority being posterior.3,7,10 It is com-
mon for children to suffer an associated fracture and
many are the result of sporting injuries.3 Reported
cases of bilateral elbowdislocationhavebeen limited
to young female gymnasts7,10,8 and an isolated hang-
gliding accident in an adult male,10 and remain rare.
All bilateral cases of dislocation follow the same
mechanism of injury, with elbows in extension and
hands outstretched.7,10,8 In this case a similar
mechanism of injury was generated by the patient’s
shoelace snagging on the fence.Cadaveric studies have shown that posterior dis-
location is most likely with the elbow between 15
and 308 of flexion9 and that a rotatory torque
applied to the ulna, e.g. in a fall with the forearm
pronated, plays a role in the mechanism of disloca-
tion.6 With the elbow in full extension, the majority
of stress is directed on the tip of the coronoid
process,9 and this accounts for the fracture seen
in this case.
It is agreed that prolonged immobilisation
results in poor outcome,3,7,10 and periods of accep-
table immobilisation vary from immediate mobili-
sation to four weeks immobilisation, although this
depends on the post-reduction stability of the
elbow.3,10
Bilateral posterior elbow dislocation with heterotopic ossification in a child 59Operative treatment for elbow stiffness is indi-
cated when conservative management fails, and can
improve range of movement.5 A range of movement
of 30—1308 is sufficient for the majority of activities
of daily living and an arc of 20—1308 is considered
cosmetically acceptable.5 With the current range of
movement present in both elbows the patient may
be a candidate for surgery if not improving.
Heterotopic ossification following elbow disloca-
tion in a child has not previously been reported. It is
well documented in cases of prolonged immobility in
both burn and head injury patients of all ages, with a
prevalence of 13—35% following a burn injury1 and
an incidence of 10—75% following a severe head
injury.4 Of note is the fact that the patient’s elbows
in this case remained immobilised for only 10 days
before active mobilisation was encouraged.
Classification of heterotopic ossification about the
elbow in adults and the expected range ofmovement
achievable suggests that with severe heterotopic
ossification (Grade II and above) a significantly
reduced range of movement would be expected.2
In this case, despite grades II and IV heterotopic
ossification in the right and left elbows, respectively
(Figs. 5 and 6), the range of movement is not sig-
nificantly impaired. This may reflect that radio-
graphic appearance of heterotopic ossification does
not always correlate with arc of movement in chil-
dren. If a significant limitation of movement were to
occur the patient would be a candidate for operative
excision of the ossification and soft tissue release2 as
a significant improvement would be expected.1
In this case, the end result for a 13-year-old child
is undoubtedly poor. Neither elbow has a satisfac-
tory range of movement. This does not change thefact that the range of movement present is greater
than would be expected with such severe hetero-
topic ossification and that heterotopic ossification is
extremely rare in such cases.
The long term prognosis in this case remains
uncertain and follow up is required as the patient’s
view towards operative management may change.References
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